perception, the difference between JHS and controls was striking. Neither group had knowledge of any study hypothesis. At the time there was nothing of this nature documented in patient information sheets or published research.
Appendicitis after appendicectomy Dr Clark and Mr Theodorou describe a case of distal appendicitis following difficult appendicectomy in a young woman (November 2004, JRSM 1 ). As they say, the proximal stump is the more usual site for recurrence. The distal appendix can be left behind in the technically demanding operation of retrograde appendicectomy when the organ is subhepatic and retrocaecal. 2 Distal appendix can also be left behind when duplex appendix 3 is not identified by the surgeon-especially likely to happen when the operation is performed through a small Lanz incision. 4 Necrosis at the base of appendix due to impacted faecolith could lead to separation of the distal part during surgery. A long pelvic appendix 5 with inflamed tip often adheres to viscera deep inside the pelvis, and the adherent distal part may be left behind if the surgeon is not vigilant. Before abdominal wound closure it is advisable to examine the excised specimen to ensure complete removal, particularly after technically difficult appendicectomy (subhepatic appendix, very long retrocaecal appendix, obese patient, necrotizing appendicitis).
If there is doubt about complete removal, the incision may have to be extended to allow thorough inspection.
Familial proptosis and obesity in the Ptolemies
The Macedonian family of the Ptolemies (or Lagid dynasty) ruled Ancient Egypt from 323 BCE to 30 BCE, coming to power after the death of Alexander the Great. On coins and on sculptures, portrayals of members of this dynasty are notable for prominent eyes and necks, 1 noted for consanguinity and a strong family history of morbid obesity. 2 An additional strategy at St Thomas' Hospital is to bathe patients daily using chlorhexidine gluconate scrub. In patients whose nasal and/or groin swabs grow MRSA, mupirocin nasal ointment is given for five days. After two days, patients with previously positive swabs are rescreened. After three clear screens the patient may leave isolation and is screened weekly. Skin decontamination may be a helpful measure to reduce MRSA in the intensive care unit, especially in view of Thompson's observation that length of stay predicts acquisition. Coxibs and caution Dr Yoong (December 2004 JRSM 1 ) suggests that, in view of the adverse cardiovascular effects of rofecoxib and the possibility of a class effect of related drugs, there is a case for considering older agents such as diclofenac (together with a proton pump inhibitor). I have taken rofecoxib since it became available in 1999. Very soon I was aware that the benefit from rofecoxib is not proportionate to the dosage, albeit that could be the case in the prevention of colonic polyps. From the outset I was aware of a theoretical cardiovascular risk, which I discounted since I have ingested fish oils daily for many years. I also knew of the possibility of sodium retention causing a rise of blood pressure (for which the mechanism has recently been clarified 2 ) and found myself taking hypotensive agents and trying to adhere to a low sodium diet. I am devastated by the withdrawal of rofecoxib, which is clearly safe for me, because for other good reasons I have not yet found an adequate substitute. I am thus not now as active as I should be. I have to say also that for years I have been worried by the way many rheumatologists have prescribed coxibs and organized clinical trials of coxibs without monitoring recipients' blood pressure and fluid status.
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